Gastrointestinal bleeding and obstruction due to giant gallstone impaction in the duodenal bulb C P Jamieson MRCP E R E Denton MRCP FRCR1 C P Swain FRCP2 S R Srivatsa FRCR W R Burnham FRCP J R Soc Med 1999;92: [19] [20] Gallstone impaction in the duodenal bulb resulting in gastric outlet obstruction is known as Bouveret's syndrome. Upper gastrointestinal bleeding is a rare presentation.
CASE HISTORY
A man aged 62 came to accident and emergency with a 24-hour history of nausea, non-colicky epigastric pain and vomiting of 'coffee-ground' material. His medical history included hypertension, ischaemic heart disease with biventricular failure, type 2 diabetes and gout. One month earlier an episode of upper abdominal pain had resolved when he stopped taking ibuprofen. Nine months earlier he had been investigated after the spontaneous appearance of blood in his mouth; general examination, a chest radiograph and barium meal at that time had been normal but he was found to have nasal polyposis. His medication consisted of allopurinol, glibenclamide, frusemide and enalapril. He gave no history of smoking or alcohol abuse or of previous gastrointestinal or biliary symptoms. On physical examination he was mildly dehydrated; the abdomen was soft and non-tender, he was afebrile and there were no signs of heart failure. The stool appeared normal. Haemoglobin was 13.3 g/dL, white cell count 12.2 x 109/L with normal differential, blood urea mildly raised, creatinine, bilirubin, alkaline phosphatase, aspartate transaminase, albumin and amylase normal. He was admitted and hydrated intravenously. On endoscopy a litre of altered blood and fluid was found in the stomach. No bleeding site was apparent but the instrument would not pass through the pylorus. After gastric lavage by nasogastric tube the endoscopy was repeated and a large calculus was seen to be filling the contrast does not pass this obstruction duodenal bulb, with associated superficial ulceration of the adjacent duodenal mucosa. An unsuccessful attempt was made to remove the calculus by basket snare. A plain radiograph showed a 7 x 5 cm ellipsoid mass overlying the right kidney medially without apparent pneumobilia. A percutaneous transhepatic cholangiogram demonstrated minimal dilatation of the biliary tree, with the gallbladder wrapped around a large hemispherical mass lying adjacent to the lumen of the duodenum. Contrast readily filled a cholecystoduodenal fistula. A contrast meal delineated the obstruction from above (Figure 1 ). Over the next day a large volume of bile-stained fluid was drained nasogastrically. Then, at laparotomy, a 7 x 5 cm avocadoshaped calculus weighing 75 g ( Figure 2 ) was found obstructing the duodenal bulb adjacent to the fistula. Surgery included enterolithomy, cholecystectomy and fistula repair. Postoperatively the patient recovered well. COMMENT A cholecystoenteric fistula is usually the consequence of acute cholecystitis. The most common site of perforation is the duodenum, followed by the hepatic flexure of the colon. Fistulas to the stomach and jejunum are described, and also perforation into the thorax and kidney. Many cholecystoenteric fistulas remain uncomplicated and the symptoms of cholecystitis often subside as the gallbladder decompresses into the bowell.
Gallstone ileus occurs when a gallstone impacts in the intestinal lumen. The most common site is at the terminal ileum, though the stone may temporarily occlude the lumen in one spot, resulting in symptoms that come and go as the stone dislodges and reimpacts. A calculus that results in ileus is almost always 2.5 cm or greater in diameter and the typical patient is an elderly woman. A minority of patients get acute cholecystitis before the obstruction2. The gallstone in the present case is the largest we have encountered.
Since Bouveret's 1896 account of gastric outlet obstruction due to gallstone impaction in the duodenal bulb3, about 170 cases have been recorded. In about 7% of cases there is a biliary enteric fistula4 but upper gastrointestinal haemorrhage is rarely the presenting symptom5. The common symptoms are abdominal pain, vomiting and dehydration in isolation. In only 3 of the 6 cases presenting with bleeding was the diagnosis made preoperatively at endoscopy. When the cystic artery is eroded, bleeding can be massive. Another occasional feature is obstructive jaundice6.
Gallstone ileus should be considered in cases of smallbowel obstruction, particularly in the absence of an external hernia or scar from a previous laparotomy. Delayed diagnosis, and the advanced age of many patients, may partly account for the 15-20% case fatality7. In elderly patients stone removal without cholecystectomy or fistula repair will often be the safest approach. Rigler et a].8 described four radiological features indicative of gallstone ileus air or gastrointestinal contrast medium in the biliary tree; stone visible on a plain radiograph or contrast meal study; changes in the position of a previously observed stone; and radiological evidence of complete or partial bowel obstruction. The second of these signs was present in our case.
When the calculus impacts in the duodenum there is no small-bowel obstruction, though the stomach may become distended. We confirmed the diagnosis by upper gastrointestinal endoscopy; others have used computerized tomography9. For very large calculi such as this one, endoscopic removal would probably require previous mechanical or laser lithotripsy.
